The presentation and management of pain in older adults with dementia are highly complicated. 
P ain among older adults is a common experience often compounded by the concomitant presence of different types, multiple locations, and varying causes of pain. When dementia is added to the list of comorbid conditions experienced by the older adult, the challenge to health care providers escalates. The high prevalence and continued undertreatment of pain in nursing home residents with cognitive impairment has been well described (Reynolds, Hanson, DeVellis, Henderson, & Steinhauser, 2008) . Ineffectively managed chronic pain can adversely affect older adults' quality of life including mobility, mood, sleep, nutritional status, cognitive function, social interactions, and health care use (Bonnewyn et al., 2009; Landi et al., 2009) . Impact on quality of life is also noted in those with dementia, although it is often more diffi cult to identify the effect on function when self-report is diminished (Snow et al., 2009) .
The American Society for Pain Management Nursing's updated position statement on pain assessment in those unable to self-report advocates that all individuals with pain, including people with dementia, deserve prompt recognition and treatment (Herr, Coyne, McCaffery, Manworren, & Merkel, in press ). Pain should be routinely assessed, reassessed, and documented to facilitate treatment, communication among health care providers, and best practice recommendations to help guide these activities in older adults with dementia.
ASSESSMENT CHALLENGES
While individuals with cognitive impairment still experience pain to a degree similar to cognitively intact older adults, the pathological changes associated with dementia affect the interpretation of the pain stimulus and the affective response to that sensation and can interfere with selfreport and pain behaviors (Kunz, Mykius, Scharmann, Schepelman, & Lautenbaucher, 2009; Scherder et al., 2009) . Because self-reporting methods are considered the gold standard for pain assessment, it is recommended to always start with an attempt to obtain self-report (Herr et al., in press; Hølen et al., 2006) . Older adults with mild to moderate cognitive impairment often have the ability to self-report pain, and there is no established level of cognitive function for inability to reliably self-report pain (Herr, 2010) . A key challenge for health care providers occurs when the older adult is unable to recall and/or report the presence of pain. A variety of factors may interfere with reports of pain, such as age-related stoicism, belief that nothing can be done to relieve the pain, fear of the consequences of acknowledging the pain, and/or not wanting to be a bother (Hadjistavropoulos et al., 2007) . However, it is less clear how these cognitive factors impact pain report in those with varying levels of cognitive impairment. Language skill changes, which can impair the ability to report pain, may include diffi culties in wordfi nding, naming objects or parts (anomias), and following directions, as well as using a word other than the one intended (paraphasias). In addition, the phrasing of pain questions by the provider may affect the information obtained. For example, there may be a negative response to a query regarding pain but a positive response to open-ended directives such as, "Tell me about your pain, aches, hurts, soreness or discomfort" (McDonald, Shea, Rose, & Fedo, 2009) . Memory impairment may affect recollection of past pain experiences, so asking assessment questions dependent on memory (i.e., average pain, worst pain, least pain) may also prove to be an unreliable indicator (Kelley, Siegler, & Reid, 2008) .
In older adults unable to selfreport, additional sources of information are important as part of a comprehensive assessment, and a hierarchy of pain assessment techniques has been recommended ( Table 1 ; Herr et al., in press; Pasero & McCaffery, 2011) . A potential cause of pain, such as a pathological or known painful condition, or behavior identifi cation through direct observation or surrogate reporting can help identify pain in a person with dementia who is unable (or unreliable) to self-report. In addition, an analgesic trial can help validate whether pain is a cause of the individual's behavior (Husebo, Ballard, Sandvik, Nilsen, & Aarsland, 2011) .
As dementia progresses, the ability to self-report decreases and eventually is no longer possible (Pesonen et al., 2009) , and observation of behavior becomes a priority. There does not appear to be a set of reliable patterns of identifi able pain behaviors present in all people with moderate to severe dementia, although some, such as grimacing, are more common (Shega et al., 2008) . A common clue to the presence of pain is an observed change in the individual's "normal" pattern of behavior. People who are normally quiet may become agitated, cranky, and/or aggressive, exhibiting behaviors such as yelling out, screaming, hitting, gesticulating wildly, and pacing. They may groan, moan, pant, or exhibit facial grimac-ing, staring, frowning, or be stony faced, particularly with movement or activity. They may have changes in appetite or usual activity level, or they may rock, rub, or protect a body part. Individuals whose normal pattern has been one of restlessness, agitation, and pacing may become withdrawn, quiet, sedentary, and sad (Hadjistavropoulos et al., 2007) . These changes in behavior should raise suspicion of a potential pain etiology, although there are other causes of behavior change that also must be ruled out.
Whenever behavior, memory, thinking, attention, or level of consciousness of a person with dementia deteriorates suddenly, the cause is likely to be delirium. Common reversible causes of delirium in those with dementia include poorly controlled pain, medications (e.g., pain relievers; sedative and corticosteroid agents; agents that affect acetylcholine levels), fl uid and electrolyte disturbances, infection (particularly urinary and respiratory), low blood pressure, and reduced sensory input, such as poor vision or hearing (Reuben et al., 2011) . It is important to ensure that pain or its treatment is not the cause of delirium.
While use of vital sign changes to verify pain reports is questionable in most populations, it is an even greater issue in individuals with dementia (Herr et al., in press ). Autonomic response to pain in dementia is blunted, making physiological responses unreliable indicators of the presence or intensity of pain (Kunz et al., 2009) . One cannot assume pain is absent, even if vital sign changes are not present.
Specifi c tools that are valid, reliable, and clinically useful have been developed to provide a systematic approach to the behavioral pain assessment process specifi cally for people with dementia (Herr, Bursch, Ersek, Miller, & Swafford, 2010; Herr et al., in press (Herr et al., in press ) for other relevant references.
Recognition of pain in people with dementia is a priority. The assessment process should be as complete as possible, given the status of the older adult, and should provide a foundation for a plan of intervention. Reassessment using the same approach-whether using a selfreport pain intensity tool suitable for the person or observing behaviors using a pain behavior tool-is essential in determining changes that suggest pain is responding to treatment.
MANAGEMENT STRATEGIES
Good pain control in individuals with dementia depends on effective pain evaluation and may be expressed as an improvement in behavior and activities of daily living when verbal communication is no longer reliable (Buffum, Hutt, Chang, Craine, & Snow, 2007) . Since it is often unclear whether behavioral symptoms are the result of pain or affective discomfort, a systematic approach (protocol) for Obtain self-report The ability to self-report decreases as dementia progresses.
Search for potential causes of pain
Musculoskeletal and neurological disorders are the most common causes of pain in older adults. Consider a recent fall or other acute pain-related problem (e.g., urinary tract infection, pneumonia, skin tear).
Observe patient behavior The health care provider can observe, during activity when possible, the person's facial expressions, verbalizations/vocalizations, and body movements, noting changes in interactions, activity patterns or routines, and mental status.
Proxy reporting Surrogate reports from caregivers and family members familiar with the person and knowledgeable of his or her usual and past behaviors can identify subtle, less-obvious changes.
Attempt an analgesic trial The health care provider can estimate the intensity of pain based on information obtained from prior assessment steps and select an appropriate analgesic agent, starting with a low dose and titrating to eff ect. It is advised to start with acetaminophen and advance to other analgesic agents if no response.
Note. Adapted from Herr et al. (in press) and Pasero and McCaff ery (2011). evaluating and managing the symptoms has been devised (Kovach et al., 2006) . The protocol, referred to as the Serial Trial Intervention, includes a physical needs assessment, an affective needs assessment, a trial of nonpharmacological comfort interventions, a trial of analgesic agents, and ultimately, a trial of psychotropic drugs or consultation, if other steps have not improved the older adult's behaviors (Table 3) .
Nonpharmacological Strategies
Nonpharmacological pain treatment strategies generally fall into four categories: (a) physical pain relief approaches, (b) cognitivebehavioral approaches, (c) energy medicine therapies, and (d) patient and family education (Bruckenthal, 2010; Reuben et al., 2011) . Physical strategies include transcutaneous electrical nerve stimulation (TENS units), which interrupts pain transmission; use of heat and cold to reduce infl ammation and enhance vascular response; massage and refl exology, which stimulate blood fl ow, release toxins and endorphins, enhance physiologic function, and promote relaxation (Hodgson & Andersen, 2008) ; and mild exercise and physical therapy, which promote maintenance of physical fl exibility and mobility (Jan, Lin, Liau, Lin, & Lin, 2008) .
Cognitive-behavioral approaches are ones that change the person's perception of the pain and improve coping strategies (Jungquist et al., 2010; Kwekkeboom, AbbottAnderson, & Wanta, 2010; Kwekkeboom & Gretarsdottir, 2006; Vitiello, Rybarczyk, Von Korff, & Stepanski, 2009 ). These include strategies such as relaxation, guided imagery, distraction, music therapy, hypnosis, biofeedback, and spiritual or religious coping strategies such as prayer. Relaxation therapies (e.g., progressive muscle relaxation and imagery, mindfulness meditation, biofeedback) require concentration or continued focus, which may not be feasible for older adults with cognitive impairment (Kwekkeboom & Gretarsdottir, 2006) . The effect of music is noted to occur after, as well as during, listening, with best responses occurring with music related to the person's past experiences (Park, 2010) . Gathering information from signifi cant others about treatments that worked well and preferences of the person with dementia could help develop a treatment plan that is more likely to be effective.
The National Center for Complementary and Alternative Medicine at the National Institutes of Health classifi es therapies such as therapeutic touch, healing touch, reiki, qi therapy, and acupressure as energy medicine. Effects of biofi eld therapies may occur via a variety of pathways, both direct and indirect. Biofi eld therapies induce the relaxation response, which results in blunting of the neuroendocrine stress response and enhancement of the immune function and other bodily systems (Dusek et al., 2008) . Biofi eld therapies are thought to also release blocks to circulation of "vital energy" within a person, recreating an energy fl ow and balance throughout the body. These direct and indirect mechanisms could also work together (Lutgendorf & Mullen, 2009 ).
Patient education is a core intervention in a pain management plan. Fears and misbeliefs about pain are often related to insuffi cient knowledge about causes of pain and pain treatment. Communicating with the person with dementia about intervention activities is part of good patient care, although the impact on understanding of pain and its treatment in this population is not known. With adults who have dementia, the involvement of a spouse or other caregiver may be necessary to achieve educational objectives. The health care provider can address concerns with them about the nature of pain, signs of its presence, identifying comfort and functional goals, as well as understanding the use of nonpharmacological and pharmacological approaches to pain management.
Pharmacological Strategies
Recommendations for pharmacological management of pain in older adults take into consideration changes in pharmacodynamics   TABLE 2   SELECTED PAIN BEHAVIOR TOOLS FOR USE WITH INDIVIDUALS  WITH Fuchs-Lacelle and Hadjistavropoulos (2004) and pharmacokinetics that occur with aging, including the impact of comorbid conditions on risk of adverse events. The American Geriatrics Society (AGS) released updated clinical practice guidelines that provide guidance for analgesic management applicable in people with dementia (AGS Panel on Pharmacological Management of Persistent Pain in Older Persons, 2009). The most important difference in guideline application is the inability to rely on self-report (at least in those with advanced dementia) of improvement in pain and the reliance on behavior changes as evidence that the treatment is improving the pain condition. Acetaminophen (Tylenol ® and others) continues to be the fi rstline treatment for mild to moderate pain. Nonsteroidal anti-infl ammatory drugs are not recommended for long-term use or in frail older adults and should be used rarely with caution in older adults with gastrointestinal, cardiovascular, and renal risks (AGS Panel on Pharmacological Management of Persistent Pain in Older Persons, 2009). Opioid agents can be used for treatment of moderate to severe pain that is affecting function and quality of life and is not alleviated by other pharmacological therapy. Adjuvant medications are a diverse group of agents that have targeted use primarily for neuropathic pain. Anticonvulsant and antidepressant agents are among the most common adjuvant medications used to treat pain but must be used with caution in older adults because of adverse effects.
Older adults are at a higher risk for drug side effects due to agerelated decline in drug absorption, metabolism, and elimination. It is important for pharmacological pain treatment for older adults to start at a low dose (usually 25% to 50% of the adult dose) and gradually titrate upward while monitoring and managing side effects. Starting with short-acting drugs, with a short half-life and fewest side effects, administered by the least invasive route (oral or topical) is recommended when feasible. Since analgesic agents are more effective at preventing pain than relieving established pain, the pain prevention strategies of around-the-clock dosing, dosing prior to a painful treatment or event, and giving the next dose before the previous dose wears off will make pain management more successful (Fine & Herr, 2009) . A recent intervention trial in people with dementia that started with acetaminophen and titrated to opioid agents was successful in decreasing agitated behaviors (Husebo et al., 2011) and supports a stepped approach to pain treatment in this population. The overall pain management plan must be based on a careful consideration of the risks (interactions and adverse effects) and benefi ts (improved pain relief, sleep, and quality of life) of each analgesic approach.
SUMMARY
Pain can be a signifi cant problem for older adults with dementia and can negatively impact their quality of life. Because individuals with dementia are unable to advocate for themselves, proactive assessment and treatment are key responsibilities of those caring for this vulnerable population. Vigilant monitoring of their comfort and effective use of multidimensional pain management strategies could substantially increase quality of life for older adults with dementia. 
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Aff ective needs assessment
Assessment to fi nd aff ective causes, such as environmental stress, excessive sensory stimuli, or lack of meaningful interactions due to poor vision or hearing.
Nonpharmacological comfort interventions
Supportive verbal communication, touch, comfortable environment, use of heat/cold, exercise, physical therapy, sensory stimulation (e.g., music, massage, refl exology, therapeutic touch, healing touch).
Trial of analgesic agents
Trial of analgesic agents using best practice recommendations (American Geriatrics Society Panel on Pharmacological Management of Persistent Pain in Older Persons, 2009).
Trial of psychotropic drugs
Psychotropic drugs usually only indicated for specifi c symptoms and for a fi xed period of time.
Note. Adapted from Kovach et al. (2006) .
